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journal home page: www.elsevier .com/ locat e/ i j idA 19-year-old Somali man, who had crossed the Mediterra-
nean Sea from Libya 4 months before, was admitted to hospital
complaining of a 1-month history of fever and mild haemoptysis.
Radiological examinations showed a lung nodule in the left lower
lobe and necrotic hilar and mediastinal lymphadenopathy (Figure
1A–D). Bronchoscopy revealed left bronchial stenosis with
endobronchial lesions caused by compression from an enlarged
lymph node (Figure 1E). Endobronchial biopsies and bronchial
washing were performed. Due to the patient’s persistent
coughing, ultrasound-guided transbronchial needle aspiration
was not performed. Instead, an echo-bronchoscope was intro-
duced into the oesophagus. An endoscopic ultrasound (with
bronchoscope) ﬁne needle aspiration (EUS-B-FNA) of a subcarinal
lymph node showing a heterogeneous echo-structure was
performed (Figure 1F).
Smear microscopy of the bronchial washing was negative;
however, Xpert MTB/RIF was positive for rifampicin-susceptible
Mycobacterium tuberculosis complex (MTC), later conﬁrmed by
liquid culture results. Bronchial biopsies and node aspirates
showed necrotizing granulomas (Figure 2A, B). Only needle
aspirate smear microscopy and nested PCR were positive. Ziehl–
Neelsen staining was used for smear microscopy of every sample
collected.
The patient started the World Health Organization (WHO)
recommended standardized regimen (i.e., daily isoniazid (H),
rifampicin (R), ethambutol, and pyrazinamide for 2 months, and
HR for 4 months) with clinical improvement (Nahid et al., 2016). A
bronchoscopy performed at the end of the treatment showed
complete recovery with bronchial patency and a white scar in the
left lower lobe (Figure 2C, D). A collected bronchial washing
specimen was negative (smear microscopy, Xpert MTB/RIF, and
culture).https://doi.org/10.1016/j.ijid.2018.10.002
1201-9712/© 2018 The Author(s). Published by Elsevier Ltd on behalf of International So
license (http://creativecommons.org/licenses/by-nc-nd/4.0/).This is a representative case of tuberculosis (TB) diagnosed in a
low TB incidence country during a time period of intensiﬁed
migration ﬂow from Africa to Europe. In recent years, TB in
migrants has represented a major public health challenge for low
TB incidence countries such as Italy (Lönnroth et al., 2017; Sotgiu
et al., 2017a). Incidence rates in foreign-born populations coming
from high TB burden areas (e.g., Somalia) are higher than those
recorded in the native European population; furthermore,
migrants show a higher probability of developing the disease
from latent TB infection acquired in the country of origin or on the
route to Europe (Sotgiu et al., 2017a; Walker et al., 2018).
Migrants from high TB incidence countries (e.g., Somalia) are
medically screened on arrival in Italy. Physical examination and
tuberculin skin testing are performed routinely. In the case of a
suspicion of active TB disease, radiological and microbiological
tests are prescribed to rule out TB disease. In asymptomatic
patients with a positive tuberculin skin test, therapy for latent TB
infection is offered following WHO guidelines on the program-
matic management of latent TB infection.
The patient arrived in Italy in March 2017, but reliable
information on his health status was only available when he
arrived at a refugee hospitality centre in Milan in June 2017. The
completed symptom-based questionnaire was negative and
tuberculin skin test was positive. The administration of the
therapy for latent TB infection was scheduled for August 2017, but
the patient was admitted to hospital complaining of a 1-month
history of fever and haemoptysis in the same month.
Active TB is an uncommon cause of haemoptysis in Italy, but
represents an important bleeding aetiology in high TB incidence
countries (Mondoni et al., 2018). Patients with haemoptysis from
these areas should be screened promptly for the disease and aciety for Infectious Diseases. This is an open access article under the CC BY-NC-ND
Figure 1. Computed tomography scan showing necrotic mediastinal and hilar lymph nodes (A–C) and a small parenchymal lung nodule (arrow) in the left lower lobe (D). (E)
Bronchoscopy showing a broadening of the left interlobar carina with marked stenosis of the ostium of both the superior and inferior lobar bronchi due to extrinsic
compression from an enlarged hilar lymph node; the mucosal surface is covered by a subtle layer of scattered rice-like white nodules (arrow). (F) Enlarged subcarinal lymph
node with a heterogeneous echo-structure detected during endoscopic ultrasound with the bronchoscope (EUS-B).
58 M. Mondoni et al. / International Journal of Infectious Diseases 77 (2018) 57–60bronchoscopy should be considered to exclude endobronchial
tuberculosis (EBTB) (Mondoni et al., 2017). EBTB is a rare disease
form involving the tracheobronchial tree; TB lymphadenitis is the
most frequent extrapulmonary disease form. Both conditions may
occur without any clinically signiﬁcant parenchymal involvement
(Mondoni et al., 2017). Furthermore, extrapulmonary TB (partic-
ularly lymphatic) is more incident in African patients (Sotgiu
et al., 2017b).
Bronchoscopy is crucial to collect biological samples in the
case of sputum negative/scarce patients, in the case ofsuspected EBTB, to exclude severe complications (i.e., atelecta-
sis, obstructive pneumonia, etc.), and in sampling mediastinal
lymph nodes (Mondoni et al., 2017). As demonstrated for other
diseases, the association of endoscopic sampling techniques
increases the diagnostic yield of bronchoscopy (Mondoni et al.,
2015a). In the case of enlarged mediastinal lymph nodes, EUS-B-
FNA is an accurate and safe technique when the transbronchial
approach is poorly tolerated (Dhooria et al., 2015; Mondoni
et al., 2015b).
Figure 2. Haematoxylin and eosin staining of EUS-B needle aspirate (A) showing necrotic tissue with scant cellular debris and histiocytic inﬁltrate, and bronchial biopsy (B)
showing well formed histioid necrotizing granulomas. Bronchoscopic view of the complete recovery, with bronchial patency after therapy (C), and a small white scar in the
bronchial mucosa (arrow) of the left lower lobe (D).
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